A 34-year-old Puerto Rican woman was well until September 18, 1967 L.
-0-01 L^.
--r- Although the patient has tired easily since 1965, she has had no pain suggestive of angina pectoris. In May 1970 she was studied at the National Heart and Lung Institute. Her weight (55 kg) was normal for her height (158 cm).
Blood pressure was 134/75 mm Hg, and a promiCifculanion, Volume XLIV. October 1971 nent double impulse was felt at the cardiac apex. A fourth heart sound was heard at the apex and a soft grade 1/6 early systolic murmur was audible along the left sternal border. Physical examination was otherwise normal, and she was menstruating. Plasma cholesterol (180 mg/ 100 ml) 8 To explain these findings they proposed that a coronary arterial "twig" had thrombosed and could not be visualized arteriographically. In addition, Campeau et al. 16 have described unobstructed coronary arteries in six of 71 patients with clinical and electrocardiographic evidence of previous myocardial infarction. In three of the six the infarct was related to mitral valve replacement or cardiac catheterization. The other three, however, experienced no such precipitating event and were similar to our patients in that each was young (ages 27-32 years), had normal blood-lipid concentrations, and never developed angina pectoris. In contrast to our patients, all were men. In two of the three patients the arteriographic appearance of one major coronary branch was unusual, but neither artery was obstructed.
Like our patients, those of Ross Whether our patients' prognosis is like that of other patients with myocardial infarction or like that of persons with normal coronary arteries will only be determined by further follow-up. If they are not subject to recurrent myocardial infarction, the outlook may well be influenced by the extent of the original infarct. In both patients large hypokinetic areas were seen on left ventriculogram, and in one the left ventricular end-diastolic pressure was markedly elevated.
